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DESCRIPTION
An 86-year-old man was evaluated for asymptomatic persistent right upper lung (RUL) consolidation measuring 4×5 cm. He had worked as a welder in an automobile plant for 40 years and had, without protective gear, been exposed to smoke and dust from combustion of fuels. He had quit smoking 15 years prior to the work up for lung consolidation, with a previous 10 pack-year cigarette smoking history. He denied travelling to endemic areas of tuberculosis and sick contact exposure. His medications included hydrochlorothiazide and lisinopril for blood pressure control. Physical examination and laboratory work up were unremarkable. RUL consolidation and non-specific mediastinal lymphadenopathy were noted in the chest CT during the patient's 3-month follow-up. Pathological examination obtained from transbronchial biopsy of the RUL lesion revealed invasive adenocarcinoma. Cytological examination of the paratracheal lymph nodes revealed anthracotic pigmented laden macrophages against a background of lymphocytes, without evidence of malignant cells ( figure 1 ). An incidental finding of black pigmentation lining the bronchial mucosa was demonstrated ( figure 2) . Bacterial, acid-fast and fungal stain from RUL bronchoalveolar lavage and paratracheal lymph node were negative.
We demonstrate the bronchoscopic findings of a man, a welder for 40 years, who exhibited occupation-related endobronchial anthracosis and anthracotic mediastinal lymphadenopathy with a concurrent stage IIa primary lung adenocarcinoma. The term 'anthracosis' describes a deposition of inhaled carbon particles in the airways, which commonly occurs in cigarette smokers and individuals working in a heavily polluted atmosphere. Most of the carbon particles are removed by mucociliary clearance and macrophages, which later deposit in the mediastinal lymph nodes. 1 The residual particles remain in the bronchial mucosa. 1 The data on the cause-effect relationship between lung cancer Detailed history of exposure to inciting agents and exclusion of other possible aetiologies, for example, infections, neoplasms and side effects of certain medications, is key to establish a diagnosis. 3 There is no specific treatment for endobronchial anthracosis.
